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Comparison of carbapenem breakpoints in Clinical Laboratory Standard Institute and European Committee on Antimicrobial Susceptibility Testing guidelines on antibiotic susceptibility test reporting of Acinetobacter baumannii
Editor, Acinetobacter baumannii has emerged as a major multidrug-resistant nosocomial pathogen. [1] Carbapenems are often the only available therapeutic option. European Committee on Antimicrobial Susceptibility Testing (EUCAST) and Clinical Laboratory Standard Institute (CLSI) guidelines are the widely accepted interpretative criteria for antibiotic susceptibility testing (AST). [2, 3] However, the interpretation for carbapenems varies with these two guidelines. Currently, CLSI clinical breakpoints for both disc diffusion and minimum inhibitory concentration (MIC) have undergone significant revisions and doripenem breakpoints have been published recently. Consequently, AST reports in diagnostic laboratories have significant change based on the new guidelines and breakpoints.
We tested 29 isolates of A. baumannii from blood and urine samples by disc diffusion test [4] using imipenem (10 µg), meropenem (10 µg), and doripenem (10 µg) commercial discs (Hi-Media, Mumbai) and by MIC determination using doripenem E-strip (Hi-Media, Mumbai). The results were interpreted as per CLSI and EUCAST guidelines. [2, 3, 5] Table 1 shows the percentage of isolates resistant to imipenem, doripenem, and meropenem according to these guidelines. The resistance pattern of A. baumannii showed consensus between the two guidelines with respect to imipenem disc diffusion test. Only one isolate was identified as resistant by the EUCAST guidelines and missed using the CLSI guidelines. On the contrary, there was disagreement in results of disc diffusion for meropenem and doripenem [ Table 1 ]. The latest CLSI guidelines have altered carbapenem interpretive values for both disc diffusion and MIC testing based on the dose regimen of these antibiotics. [3] The sensitive zone size in CLSI 2014 guidelines has been revised from ≥16 to ≥22 mm for imipenem and from ≥16 to ≥18 mm for meropenem. [3, 6] Furthermore, doripenem has been included as the primary test group antibiotic. Similarly, the EUCAST guidelines give sensitivity ≥23 mm for both imipenem and doripenem and ≥21 mm for meropenem. The major difference between these two guidelines is the elimination of intermediate criteria in the EUCAST guidelines.
Doripenem, a new member of carbapenem family, is less susceptible to carbapenemases and has lower MIC compared to imipenem and meropenem in A. baumannii. [7] Although it was in clinical use, CLSI interpretative criteria for doripenem disc diffusion (≥18 mm sensitive; 15-17 mm intermediate; ≤14 mm resistant) and MIC (≤2 µg/mL sensitive; 4 µg/mL intermediate; ≥8 µg/mL resistant) have been introduced recently. We have evaluated MIC for doripenem by E-test. The E-test for doripenem showed 65.51% (n = 19) isolates as resistant by CLSI and 86.2% (n = 25) isolates as resistant by EUCAST guidelines while disc diffusion method for doripenem showed 17.24% (n = 5) resistance by CLSI and 58.62% (n = 17) resistance by EUCAST. The discrepancy in disc diffusion and E-test for doripenem was found in 14 isolates by CLSI and 8 isolates by EUCAST [ Table 1 ]. These isolates displayed sensitive zone of inhibition in spite of their resistant MIC values. This result indicates that disc diffusion has wider variation in resistance. On the contrary, E-test results in these two guidelines showed better concurrence. Hence, MIC interpretation is more valid and gives better results compared to disc diffusion.
This study was conducted with a small sample size. The findings of this study should be further confirmed by larger multicenter studies. Since interpretive guidelines are by nature subjective, every institution should choose the most appropriate guideline as per their need. Furthermore, there is a need for uniform interpretative guidelines for susceptibility pattern of doripenem. This would help improve reporting and reduce variation of results between the laboratories.
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Undergraduate medical students' perspectives on objective structured practical examination in Pathology
Editor, Introducing horizontal and vertical integration in the undergraduate medical curriculum are widely thought of by Medical Council of India in India. Keeping this in mind, we have designed stations on preclinical, radiological, and gross-microscopy correlation. Objective structured practical examination (OSPE) in Pathology for undergraduates was introduced for the first time in India by Ramnarayan in 1990. [1] Students' feedback is an important means of evaluating teaching-learning methodologies; [2] however, there are very few studies from India on undergraduate student feedback regarding OSPE Pathology. Hence, this study was taken.
Lickert 5-point scale score-based questionnaire survey was used for students' feedback about OSPE. Informed consent was taken from students before obtaining the feedback. OSPE was conducted as part of term end internal assessment examination for II MBBS V semester students in Pathology at Mahatma Gandhi Medical College and Research Institute, Puducherry. There were ten OSPE stations, eight response (unobserved) and two observed stations. The sequence of stations is given in Table 1 .
For a meaningful analysis, the questionnaire should be filled by not less than ten raters or 75% of the class, whichever is more. [2, 3] In this study, 102 of 136 students have participated in the feedback (response rate 75%). In this study, 62.74% felt OSPE is less stressful compared with the conventional examination, compared to varied responses of students regarding stressful nature of OSPE in other studies. [4] Similar to feedback in other studies 80% of our students also felt OSPE covers a wider range of topics. The majority of students 75% feel observed stations are easy and these should be continued, and 66.66% felt OSPE helps in identifying the difficulties in performing the procedural skills similar to feedback in other studies. Regarding difficulty level at systemic pathology I, II, and III, gross-microscopy correlation station, they feel the content of this is well covered in regular theory and practicals. Regarding OSPE implementation, nearly 50% felt it should be a part of summative assessment. However, majority 80% feel more orientation and training is required for certain stations such as image quiz, patho-radiological correlation, and preclinical correlation, before considering it for summative
